A third incision is then made at a distance from the other two, which results in a "triangulation" of ports, to permit proper instrument maneuvering. The collapsed lung could be brought forward to the palpating finger under thoracoscopic guidance. The combined visual and tactile feedback is familiar to the surgeon and the information obtained from one source complements the other.
Video-assisted thoracic surgery provides a new approach to the management of peripheral pulmonary nodules. Shepard et all recently studied ten patients with peripheral nodules, ranging from 2 to 15 mm subpleurally to 2-cm deep into the pleura. The patients' nodules were preoperatively localized by a Kopans hook wire (Cook; Bloomington, Ind), a technique originally described by Mack et al.2 Needle localization remains a useful technique for tiny nodules less than 2 mm and those located deep into the pleura. In our experience,3 however, most nodules could be localized intraoperatively by digital palpation through the intercostal incisions. Flexing the operating table to open up the patient's intercostal spaces facilitates this procedure.4 After insertion of the thoracoscope, it must be handled carefully by the surgeon to search for the nodule. External appearance and instrument palpation often provide clues to its presence. A second intercostal incision can then be made close to the nodule; the clinician can follow the computed tomograph of the nodule if it is not visible. A third incision is then made at a distance from the other two, which results in a "triangulation" of ports, to permit proper instrument maneuvering. The collapsed lung could be brought forward to the palpating finger under thoracoscopic guidance. The combined visual and tactile feedback is familiar to the surgeon and the information obtained from one source complements the other.
Currently, we have successfully and thoracoscopically resected more than 90 peripheral nodules. We only used preoperative needle localization twice: one for a tiny nodule and the other for a deeply seated nodule. In some situations, once the stapler-cutter is applied to the lung, digital palpation can confirm the margin before firing the device. We believe that although needle localization should remain in the surgeon's armamentarium, the surgeon's finger remains the most useful "instrument" in this era of technologic sophistication: digital palpation can intraoperatively localize most peripheral lung nodules. In the series by Shepard et al,' four patients who had nodules 1 cm or above, located against the pleura, and over the parietal lung surface, could probably have gone directly from the ward to the operating room without a detour.
